A ppreciation of the impairments experienced by people who have had critical illness has increased since early reports in the 1970s. 1 A 2010 conference convened by the Society of Critical Care Medicine concluded that improvements in awareness, care, and research about these problems would be advanced with a clear designation, and post-intensive care syndrome (PICS) was established as the preferred title. 2 PICS involves a constellation of new or worsening impairments in physical, 3, 4 mental, 5 or cognitive abilities 6, 7 or a combination of these in individuals who have had critical illness requiring intensive care. 2 Approximately 25% to 55% of such individuals experience 1 or more of these impairments associated with PICS, 4, 8, 9 and these impairments may persist for months or years beyond hospitalization. 10, 11 People who have had critical illness requiring intensive care have reported physical problems, 3, [12] [13] [14] mental health problems, [15] [16] [17] and cognitive problems. 18 Specific problems experienced by individuals with PICS include one or more of the following: physical problems (eg, impaired pulmonary function, 13 skeletal and respiratory muscle weakness, 3 difficulty walking, 12 and inability to return to work 14 ) , mental health problems (eg, anxiety and stress disorders, 15 posttraumatic stress disorder, 16 and depression 17 ) , and cognitive problems (eg, impairments in executive function, memory, and mental processing speed 18 ). The fact that most studies do not report the measures together prevents a full and detailed mapping of the syndrome using the World Health Organization's International Classification of Functioning, Disability and Health (ICF). 19 Given the breadth and persistence of these problems, it is not surprising that people who have received intensive care report reduced quality of life for up to 12 years following critical illness compared to the general population. 20 Importantly, during the first year following intensive care, people that have been critically ill generally report a lower quality of life, particularly in the physical domains, compared to populations matched for age and sex. 21, 22 With the increasing rates of survival for the more than 5.7 million adults admitted annually to US intensive care units (ICUs) 23 and the prevalence of physical impairments in people who have PICS after receiving intensive care, characterization of the physical impairments associated with PICS is important. Although evidence describing the physical impairments in individuals following intensive care is accumulating, often these reports are compromised by the lack of inclusion of the individuals' premorbid physical status or a comparison group of people who are healthy and by the use of different study designs, outcomes, and outcome measures. 1, 14, 24 Given the emergent nature of critical illness, it is often difficult, if not impossible, to obtain robust measurement of status before ICU admission and thus reports lack relevant comparisons that would provide accurate quantification of the impairments associated with an episode of critical illness. As management of the health care of people who have received intensive care transitions to community-based, primary care providers, it is important for these practitioners to have a clear understanding of the physical problems experienced by individuals with PICS. Identification of the physical problems associated with PICS will enable appropriate evaluation using relevant outcome measures to guide rehabilitation and improve patient-centered outcomes for these individuals. To date, there has been no systematic review characterizing the physical symptoms associated with PICS.
The World Health Organization's ICF is an ideal framework for characterizing the breadth of physical problems associated with PICS. 19, 25 Using the components of body functions and structures (anatomy and physiology), activity (execution of a task or action by an individual), and participation (involvement in a life situation), the ICF conceptualizes a person's level of functioning as a dynamic interaction between an individual's health conditions and their unique environmental factors and personal situations. 19 The purpose of this systematic review is to identify the scope and magnitude of physical problems associated with PICS during the first year after critical illness, using the ICF framework to elucidate the impairments of body functions and structures, activity limitations, and participation restrictions.
Methods
This systematic review was developed by the PICS Guideline Development Group, the members of which are developing a clinical practice guideline for the identification and examination of individuals with PICS. This clinical practice guideline project began as a collaboration between the Academy of Acute Care Physical Therapy and American Physical Therapy Association. The members of the PICS Guideline Development Group were recruited to the project based on their expertise with the topic or research methodology, or as representatives of stakeholder organizations (American Academy of Physical Medicine & Rehabilitation, American Association of Critical-Care Nurses, American Association for Respiratory Care, American Occupational Therapy Association, American Thoracic Society, Society of Critical Care Medicine). This systematic review will serve to inform the development of the clinical practice guideline.
Protocol and Registration
This systematic review was developed according to the guidelines outlined in the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement. 26 The protocol was registered with the International Prospective Register of Systematic Reviews (PROSPERO) as 2015:CRD42015023520, can be accessed at http://www.crd. york.ac.uk/PROSPERO/, and has been published in full. 25 
Study Inclusion and Exclusion Criteria
Study selection criteria were established a priori using a PECOT (population, exposure, comparison, outcomes, time) framework (eTab. 1, available at https:// academic.oup.com/ptj). 27 Observational studies of adults who have had an episode of critical illness requiring a stay in an ICU were eligible if physical outcomes during the first year following intensive care were reported. If the study reported data beyond the first year, only outcome data collected during the first year were included in this analysis. Physical outcomes were categorized using the ICF framework 19, 25 and included impairments in body functions and structures, activity limitations, and participation restrictions.
Qualitative studies and review articles were excluded, as were reports only available as abstracts, conference proceedings, and degree theses. To reveal problems attributable to PICS and not a comorbidity with a foreseeable influence on the trajectory of recovery, we excluded studies if the participants included individuals with diagnoses of cancer, neurological pathology (eg, stroke, traumatic brain injury, multiple sclerosis), cardiovascular surgery, or pregnancy.
Data Sources and Searches
A research librarian ( J.C.S.) searched electronic bibliographic databases, with the last search occurring March 7, 2017. Databases were searched from their inception and included Ovid MEDLINE, Cochrane Database of Systematic Reviews, Cochrane Central Register of Controlled Trials (CENTRAL), PubMed, CINAHL Plus with Full Text (EBSCO), Web of Science, and Embase. The search strategy was intentionally broad because the term post-intensive care syndrome was first described in the literature in 2012 2 despite recognition of the impairments in physical outcomes experienced by people who had had critical illness in the preceding 4 decades. 1 Furthermore, evidence about this syndrome has been published in the journals of many health care professions. Search terms relevant to the inclusion criteria (eTab. 1) were used to locate all relevant papers published in peer-reviewed journals. Keywords and database-specific controlled vocabulary relating to critical illness, PICS, intensive care, impairments, activity limitations, and participation restrictions were included. An example of the full search strategies for all databases that were searched is available in eTable 2. Review articles identified by the search were obtained and the reference lists in those articles were manually examined to reveal additional studies not identified through the electronic database searches. Studies were limited to English language and human participants.
Study Selection
Titles and abstracts of identified studies, and those from references in review articles, were independently screened by 2 authors (P.J.O., A.C.L., or J.M.S.) who identified potentially eligible studies. Disagreements were resolved by a third team member. The full text of potentially eligible studies was retrieved and assessed independently by 2 team members (P.J.O., A.C.L., or J.M.S.), with disagreements being resolved by review from a third member of the team.
Data Extraction
Relevant data from each article was extracted by a member of the PICS Guideline Development Group (Naeem Ali, Carl Hinkson, Lori Shutter, Helen Smith-Gabai, Mary Spires, Alecia Thiele, Clareen Wiencek) and accuracy was verified by 1 author (P.J.O., A.C.L., or J.M.S.). All data extractors were trained in the extraction process with instructions reinforced by 3 short video tutorials that guided extractors through a model article data extraction using a standardized, electronic, pretested spreadsheet to record data. Video tutorials were created specifically for the data extraction for this study using Jing (TechSmith Corp, Okemos, Michigan) software to capture verbal instructions and cursor movements demonstrating the use of the spreadsheet developed for the reporting of the information extracted from each article. All data extractors were checked for proficiency prior to performing extractions.
Descriptive data extracted from each study included the country in which the study was conducted; years of participant enrollment; study design; type of ICU; duration of mechanical ventilation; study inclusion and exclusion criteria; reported measures of impairments of body structures and functions, activity limitations, or participation restrictions (or combinations of these); outcomes; and time frame(s) for measurement.
Data were extracted for the outcomes of interest in each study for the group of participants who experienced critical illness as well as the comparison data (data reported for people who did not experience critical illness [healthy control group], predicted normal values determined from regression equations developed for the outcomes of interest using people who were healthy for the outcomes of interest, or retrospective self-report or surrogate report of impairment of participation restrictions within 1 month prior to development of the critical illness). To capture the trajectory of change in the outcome measures, we extracted data at 3, 6, 9, and 12 months following critical illness. Extracted data were point estimates and measures of variability for continuous data, and frequency counts for categorical and dichotomous data. Data were requested from study authors for studies with unreported data, or data represented only in graphical format. 3, 28 
Assessment of Quality and Risk of Bias
Methodological quality was assessed independently by 2 independent team members (P.J.O., A.C.L., or J.M.S.), with disagreements being resolved by a third team member. To assess the level of evidence, we used the Oxford Centre for Evidence-based Medicine -Levels of Evidence for Differential Diagnosis/ Symptom Prevalence Studies Rating Scale, with scores that range from a high of 1 (systematic reviews) to 5 (expert opinion). 29 To assess the risk of bias of the included studies, we used the Newcastle-Ottawa Scale, a valid and reliable tool for assessing nonrandomized cohort and case-control studies. 30 The Newcastle-Ottawa Scale criteria evaluate the risk of potential bias arising from selection of participants, comparability of study groups, and ascertainment of outcome of interest. On the basis of a semiquantitative rating scale, the Newcastle-Ottawa Scale total score ranges from 0 (lowest quality) to 9 (highest quality) stars. Studies received a star for selection of the nonexposed cohort if the study included a control group, used predicted normal values determined from regression equations developed using people who were healthy for comparison to the values for people who had received intensive care, or self-report or surrogate report of status before ICU admission as a control for participation restrictions.
Data Synthesis and Analysis
Descriptive characteristics and outcomes of the included studies are described in tables and in narrative format. The ICF framework permits identification of problems in 3 domains of outcomes (body functions and structures, activity, and participation) experienced in daily life by participants following critical illness. Because disability may be attributable to problems in 1 or more domains, outcomes were not prioritized, as there is no established or proven hierarchy within these domains for this population. Meta-analysis was not performed because of the heterogeneity of patient outcomes across studies.
Role of the Funding Source
The Academy of Acute Care Physical Therapy and the American Physical Therapy Association provided grant support for this study. The funders played no role in the conduct of the study.
Results
The search identified 22,247 individual articles after duplicates were removed ( Figure) . After the inclusion and exclusion criteria were applied to the titles and abstracts, 423 articles were eligible for full text review. Of these, reviewers agreed on inclusion of 15 articles, exclusion of 389 articles, and disagreed regarding 19 articles (95% absolute agreement; κ = 0.56), indicating good agreement between the reviewers. 31 Following arbitration by a third reviewer, all 19 disputed articles were excluded. Thus, 15 studies involving 1450 participants were included in this review. Table 1 describes the 15 included studies. Six studies were conducted in Europe, 14, [32] [33] [34] [35] [36] 4 were conducted in the United States, 3,37-39 and 1 each was conducted in Australia, 40 Brazil, 28 Canada, 41 Hong Kong, 42 and South Africa. 43 Thirteen studies were prospective cohort studies 3, 14, 28, 32, 34, [36] [37] [38] [39] [40] [41] [42] [43] ; the remaining 2 were a retrospective cohort study 33 and a case-control study. 35 Participants were enrolled between 1988 and 2010 in 13 studies 3, 14, 28, 33, 34, [36] [37] [38] [39] [40] [41] [42] [43] ; enrollment dates were not reported in 2 studies. 32, 35 The types of ICUs in the studies were general (n = 4), 28, [33] [34] [35] medical (n = 2), 37,41 medical-surgical (n = 1), 14 dedicated to the management of severe acute respiratory syndrome (n = 1), 42 and trauma (n = 1) 43 ; in 6 studies, 3, 32, 36, [38] [39] [40] the type of ICU was not provided. Six studies recruited participants admitted to the ICU with general medical conditions or following general surgery (total n = 744), 14, 33, 35, 37, 40, 41 5 studies recruited participants admitted to the ICU with acute lung injury or acute respiratory distress syndrome (total n = 535), 3, 32, 38, 39, 42 2 studies recruited participants admitted to the ICU with sepsis or septic shock (total n = 142), 28 ,34 1 study recruited participants admitted to the ICU with penetrating trunk trauma (n = 12), 43 and 1 study recruited participants admitted to the ICU with acute necrotizing pancreatitis (n = 17). 36 The mean age of participants across included studies ranged from 31 to 65 years. The proportion of men in each study ranged from 50% to 100%, with 3 studies having a predominantly male sample. 34, 35, 43 Among the studies, the average duration of mechanical ventilation ranged from 0 to 25 days.
Study Characteristics
Comparison data were obtained from healthy control groups in 2 studies 35, 43 ; in 6 studies, patient or surrogate recall of preadmission status was used. 14, 33, 34, 37, 38, 40 Seven studies estimated how the values for people who had received intensive care compared to predicted normal values determined from regression equations developed using measurements in people who were healthy. 3, 28, 32, 36, 39, 41, 42 Six studies reported impairments in body structures and functions. 3, 28, 32, 35, 41, 43 Table 2 describes the outcome measures used to characterize the impairments in body structures and functions, including the time of measurement. Two major categories of impairments of body structures and functions (pulmonary function and muscle strength) were reported. These categories included pulmonary impairments (ICF b440) measured by standard pulmonary function testing, 32 and respiratory (ICF b445), limb (ICF b730), and handgrip (ICF b730) muscle strength impairments measured with maximum inspiratory pressure measurement, 3, 28 dynamometry, 3, 28, 41, 43 and force transducers. 35 Control data for comparison were obtained from predicted normal values for pulmonary function, 32 inspiratory muscle strength, 3, 28 limb strength, 28, 41 and handgrip strength, 3, 28, 41 and from healthy control groups for limb strength 35, 43 and handgrip strength. 35 Activity limitation was reported in 8 studies, 3, 28, 32, 36, 39, [41] [42] [43] all of which evaluated exercise capacity (ICF b455) (Tab. 3) using the same 6-minute walk test (6MWT) procedures. 44 In 7 of these studies, prediction equations were used to derive comparison data 3, 28, 32, 36, 39, 41, 42 ; in 1 study, a control group was recruited and evaluated. 43 Participation restrictions (Tab. 4) were reported in 6 studies. 14, 33, 34, 37, 38, 40 Restrictions in activities of daily routine (ICF d230), community life (ICF d910), driving (ICF d475), and remunerative employment (ICF d850) were evaluated. The measurement methods used included in-person investigator evaluation of the participant, 37 in-person semistructured interview, 40 mailed investigator-developed questionnaire 33 or checklist, 14 investigator-developed questionnaire administered to the patient by a nurse over the phone or mailed if not able to reach the participant by phone, 34 and a questionnaire administered to the participant during a follow-up visit to the hospital. 38 The comparison data for the observed participation restrictions were obtained by asking the participants or their surrogates to recall their activity 1 month prior to hospital admission.
Assessment of Risk of Bias
The quality of the included studies was moderate to high, with scores ranging from 5 to 7 stars out of a maximum of 9 stars (Tab. 5). The level of evidence of the included studies was scored as 1b (prospective study with good [>80%] follow-up) in 6 studies, 28,35,37,40-42 2b (retrospective cohort study 33 or poor follow-up 3, 14, 32, 34, 38, 39 ) in 7 studies, and 3b (nonconsecutive cohort study or very limited population) in 2 studies (Tab. 5). 36, 43 The interrater reliability for scoring the methodological quality of studies was very good (absolute agreement = 93%; κ = 0.89).
Impairments in Body Functions and Structures
One study 32 reported impairments in pulmonary function in a group of 38 men and women with acute respiratory distress syndrome at 6 months following critical illness and found that pulmonary function measures were reduced to 65% to 88% of predicted normal values (Tab. 2). In this cohort, 33% of individuals with acute respiratory distress syndrome had normal pulmonary function, 58% had alterations consistent with a restrictive pattern, 6% presented with an obstructive respiratory pattern, and 3% demonstrated a mixed pattern. The diffusing capacity showed mild to moderate impairment; however, when adjusted by the alveolar volume, the impairment was less severe.
Two large studies (total n = 294) 3, 28 reported that inspiratory muscle strength was reduced in people who had received intensive care at 3, 6, and 12 months following critical illness (Tab. 2). Although inspiratory muscle strength increased modestly from 6 to 12 months, it remained 15% below predicted normal values at 12 months. 3 At 3 months following critical illness, knee extension strength was significantly lower in people who had received intensive care than in a control group (77%; P < .05) 43 or when determined by prediction equations (59% and 69%; P < .05) (Tab. 2). 28,41 By 6 months following critical illness, 1 small study of predominantly young men 43 reported that knee extension strength in people who had received intensive care was not different from that in the control group. Similarly, in another study, 35 In comparisons with a matched control group, elbow flexion and extension strength at 3 and 6 months following critical illness in a group of young people with trunk trauma was not impaired. 43 In contrast, the other study reported moderate impairments of upper limb muscle strength at 3 months following critical illness in patients admitted to a medical ICU. 41 
Activity Limitations
Eight studies found that exercise capacity (ICF b455), measured using the 6MWT, was decreased in people who had received intensive care compared to predicted normal levels 3, 28, 32, 36, 39, 41, 42 or compared to a control group (Tab. 3). 43 Exercise capacity ranged from 55% to 80% of predicted or control group levels at the 3-month follow-up. 3, 28, 32, 36, 39, [41] [42] [43] By 6 and 12 months, exercise capacity was reported to be 58% to 85% and 63% to 84% of predicted or control group values, respectively. 3, 32, 36, 39, [41] [42] [43] One study compared 6MWT distance between patients who were admitted to the ICU with severe acute respiratory syndrome and required mechanical ventilation and those who did not require mechanical ventilation. 42 The deficits in 6MWT distance relative to predicted values were not influenced by whether people who had received intensive care had received mechanical ventilation while in the ICU. 42 
Participation Restrictions
Reported participation restrictions are shown in Table 4 . At 3 months following critical illness, 37 35% of participants had partial dependence in at least 1 activity of daily living (ADL; bathing, dressing, toileting, transferring, continence, or feeding) compared to 25% of participants prior to their critical illness. At 12 months following critical illness, 33% of the remaining people who had received intensive care continued to experience partial dependence in at least 1 ADL. Problems were observed most commonly with bathing, dressing, and continence. 37 Similarly, disability in instrumental ADLs (IADLs) was also present in 17% and 5% of people who had received intensive care at the 3-and 12-month follow-up assessments, respectively (Tab. 4), 37 compared to a prehospitalization disability prevalence of 21%.
Of the 236 people who had received intensive care and who drove before their critical illness, 61% had returned to driving at 3 months following critical illness. 33 At 3 months following critical illness, 2 studies (total n = 147) 33, 40 reported that 30% to 38% of participants who were previously employed had returned to work (Tab. 4). By the 12-month follow-up, 3 studies (total n = 62) 14, 34, 38 reported that 42% to 56% of participants who had been previously working had returned to work. One study reported that patients who returned to work were younger (39 y vs 51 y) and in better preadmission health Li et al, 42 2006
Exercise capacity (ICF b455) 46 and may contribute to the restrictive pattern of lung function observed in people who had received intensive care. 32 People who had received intensive care also experienced moderately reduced inspiratory muscle strength throughout the first 12 months following critical illness. 3, 28 Mechanical ventilation can rapidly lead to reduced respiratory muscle strength. 47 There is increasing evidence that suggests reduced demand on the respiratory muscles, as occurs during mechanical ventilation, may cause disuse atrophy and alterations in respiratory muscle structure leading to decreases in muscle strength. 48 Additionally, low maximum inspiratory pressure at the time of extubation is associated with increased 1-year mortality. 49 Knee and ankle muscle strength was reduced at 3, 6, and 12 months following critical illness. 28, 35, 41, 43 One study reported that the reduction in muscle strength paralleled the reduction in muscle mass and was accompanied by a reduction in the rate of force development and endurance that persisted for up to 12 months following critical illness. 35 Although the period of bed rest during an ICU stay may contribute to muscle weakness among people who had received intensive care, the extent and persistence of the muscle weakness suggest factors associated with critical illness may contribute to the compromise of limb muscle performance 3, 28 Evidence has suggested that handgrip strength in people who have received intensive care is reduced for up to 12 months following critical illness and that the magnitude of this reduction (20%-39%) is similar to that observed for lower limb muscle strength (9%-41%). 3, 28, 35, 41 Previous studies showed that handgrip strength is correlated with limb strength measurements obtained by manual muscle testing (R 2 = 0.99 3 ; r = 0.40; P < .001 50 ) and dynamometry (Spearman rho = 0.67; P < .001). 35 Of concern is the persistence of activity limitations (6MWT distance) in people who had received intensive care. Not only was 6MWT distance reduced in every study that measured this outcome 3, 28, 32, 36, 39, [41] [42] [43] but also the reductions were independent of age, diagnosis, and treatment with mechanical ventilation. Although this systematic review reports reduced 6MWT distance for up to 12 months following critical illness, this reduction appears to be relatively permanent, as comparable reductions have been reported for up to 5 years in people who have received intensive care. 39, 51 Given this finding, it is recommended that all people who have received intensive care have both limb muscle strength and exercise capacity assessed, as deficits in limb muscle strength do not always reflect limitations in exercise capacity. 50 Our review provides insight into the burden that people with PICS The ability to drive may be limited following critical illness, 33 so plans for transportation should be addressed prior to people who have received intensive care transitioning home to ensure successful functioning in the community. Participation in remunerative employment was reduced among people who had received intensive care in the present review. 14, 33, 34, 38, 40 Similarly, a recent landmark study reported that 44% of 379 people who had had acute respiratory distress syndrome and were previously employed were not employed at 12 months after the illness. 57 Given the average age of participants in this review was 65 or under, clinicians should inquire about ability to return to employment. Interventions, such as physical therapy and occupational therapy, are desirable when persistent impairment of body functions (eg, muscle strength) or activity (eg, exercise capacity) are barriers to employment and referral for vocational rehabilitation may benefit those experiencing protracted inability to return to employment.
This systematic review has several strengths, including reproducible search strategies applied to 7 electronic bibliographic databases, application of the PRISMA checklist for reporting of the findings, 26 and use of a quality assessment tool. 30 We used robust inclusion and exclusion criteria to exclude studies with participants whose physical comorbidities may have confounded the identification of the physical problems associated with PICS. Use of the ICF framework was a strength and ensured we captured the complete spectrum of physical problems associated with PICS, including impairments in body functions and structures, activity limitations, and participation restrictions. 19 Finally, we required studies to report comparison data (control group, predicted normal values, or retrospective self-report or surrogate report) to reveal the physical problems specifically associated with PICS as accurately as possible.
Our review also has a number of limitations. It included only 15 observational studies. ICU admission is most often on an emergency basis and is not planned; thus, robust planned measurements of physical status before ICU admission often are not possible. Consequently, determining the extent of the impairments associated with critical illness is challenging. We elected to include only studies that provided comparison with 1 of 3 measures of status before ICU admission: a healthy control group, predicted normal values determined from regression equations developed using people who were healthy, or self-report or surrogate report of status before ICU admission. We must be prudent when using these comparisons, although we believe this approach provides a suitable estimate of physical problems in this circumstance. In particular, there is a risk of incongruities between surrogate and patient reports. However, reports of hospitalized patients' assessments of their ability to perform ADLs before their hospitalization have evidence of face and predictive validity. 58 Similarly, comparison between frail persons ≥65 years and their caregivers of reports of independence in ADLs and IADLs demonstrated high agreement on the ADL items (97.6%-99.7%) and IADL items (71.5%-93.7%). 59 Given the nature of critical illness, studies had a loss to follow-up primarily attributable to death, presenting a risk of bias as the participants who died are likely to have been more impaired. Because of significant heterogeneity across studies, we were not able to conduct meta-analyses.
Our exclusion of studies that included participants with neurological diagnoses, cardiovascular surgery, cancer, and pregnancy and studies in languages other than English may limit the generalizability of our findings.
Our systematic review has highlighted several avenues for future research. Research evaluating how problems with body functions and structures impacts activity limitations and participation restrictions should be a priority, as understanding these associations will inform optimal rehabilitation strategies. Many survivors of critical illness report physical problems beyond the scope of this systematic review that warrant investigation because of their impact on physical function and quality of life. Some of these problems are chronic pain, 60,61 swallowing disorders, 62,63 fatigue, 13 sensory loss, 61 sleep disorders, [64] [65] [66] and sexual dysfunction. 67 We and others 68 recommend that future studies use standardized outcome measures to allow for comparisons across studies and settings, and ascertain premorbid participant status to characterize the trajectory of recovery and evaluate effectiveness of interventions.
In conclusion, this systematic review identified 15 moderate-to high-quality observational studies that described the physical problems associated with PICS during the first year following critical illness. Specifically, people with PICS have pulmonary dysfunction, respiratory and limb muscle weakness, reduced exercise capacity, and difficulty with resuming ADLs, IADLs, driving, and employment. Recovery from critical illness involves transitions from ICU and hospital to inpatient, community-based, and home-based health care rehabilitation services. Recognition of the impairments in body functions and structures, activity, and participation by community-based health care providers will improve services, patient outcomes, and quality of life for people who have received intensive care.
